program has been extended to major trauma since 2009. Since then, 20 trauma patients (mean ± standard deviation age 46 ± 22 years, Injury Severity Score 57 ± 17) underwent either veno-arterial ECLS (15/20 patients) or veno-venous ECLS (5/20 patients). In 10 out of 20 trauma patients, veno-arterial ECLS was established during CPR for in-hospital cardiac arrest. Th is subgroup of trauma patients had severe injuries (mean Injury Severity Score 58.3 ± 15.4), frequently head injuries (70%) and a shock state (70%). Cardiac arrest occurred in six patients within 6 hours from the traumatic event, in one patient after 8 hours and in three patients after 24 hours. Th e overall mortality rate was 80%.
Our data highlight that the lack of data from registries does not support operators in decision-making on posttraumatic cardiac arrest. 
L E T T E R Authors' response

Jan-Thorsten Gräsner and Rolf Lefering
Th e letter of Peris and colleagues suggests including ECLS in the treatment algorithm for severely injured patients with CPR. We support any initiative to improve the outcome of severely injured patients, especially those with CPR, since their survival rates are usually underestimated as being close to zero. Our results show that on average seven out of 100 patients survive, at least two patients with a good outcome. Th is may serve as a benchmark for future research.
However, the fact that our two registries were initially established for diff erent purposes does not necessarily exclude their appropriateness for this joint research project. Although not based on a single patient group, the relative results from each registry that we combined, such as return of spontaneous circulation rates or survival rates, are valid and similar to published rates (for example, a 7.6% survival rate [3]).
Abbreviations CPR, cardiopulmonary resuscitation; ECLS, extracorporeal life support.
